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Chapter HFS 106
PROVIDER RIGHTS AND RESPONSIBILITIES

HFS106.01 Introduction. HFS106.07 Effects of suspension or involuntary termination.

HFS 106.02 General requirements for provision of services. HFS 106.08 Intermediate sanctions.

HFS 106.03  Manner of preparing and submitting claims for reimbursement. HFS 106.09 Departmental discretion to pursue monetary recovery
HFS 106.04 Payment of claims for reimbursement. HFS 106.10  Withholding payment of claims.

HFS 106.05 Voluntary termination of program participation. HFS 106.1 Pre—payment review of claims.

HFS 106.06 Involuntaryterminationor suspension from program participation. HFS 106.12  Procedure, pleadings and practice.
HFS106.065 Involuntary termination andalternative sanctions for home care HFS 106.13  Discretionary waivers and variances.
providers.

Note: Chapter HSS 106 was renumbered Chapter HFS 106 under s._13.93 (Ze&ipient fai|s, refuses or isnableto produce a currently valid
Sl;)nh‘éiff;sé%amfggga'ons made under s. 13.93 (2m) (b) 6. and 7.Ré@isler  jentification card, the provider may contact the fiscal agent to
' confirm the current eligibility of the recipient. The department
shallrequire its fiscal agent to install and maintain adequate toll-

chs.HFS 105 and 107 relating to individual provider types and ti€ t€lephone service to enable providers to verify the eligibility
mannerby which specified services are to be provided and pafd '€CiPients to receive benefits under the program.

for under medicahssistance (MA), the participation of all provid ~ (9) MEDICAL AND FINANCIAL RECORDKEEPINGAND DOCUMEN-
erscertified under ch. HFS 105 to provideclaim reimbursement TATION. (&) Preparation and maintenanceA provider shall pre

for services under the program shall be subject tedhelitions pareand maintain truthful, accurate, complete, legible and con

HFS 106.01 Introduction. In addition to provision®f

set forth in this chapter cise documentation and medical and financial records specified
History: Cr. RegisterDecemberl979, No. 288, &f2-1-80; am. RegisteFebry  Underthis subsectiors. HFS 105.02 (6), the relevant provisions
ary, 1986, No. 362, €f3-1-86. of s. HFS 105.02 (7), other relevant sections in chs. HFS 105 and

) o 106 and the relevant sections of ch. HFS 107 that reladeda
HFS 106.02 General requirements for provision of ~ mentationand medical and financial recordkeeping for specific
services. Providers shall comply with the following generakervicesrendered to a recipient by a certified providiermddition
conditionsfor participation as providers in the MA program:  to the documentation and recordkeeping requiremspesified
(1) CerTiFicaTiON. A provider shall be certified undeh. in pars. (b)o (d), the providés documentation, unless otherwise

HFS 105. specifically contained in the recipiest'medical record, shall
(2) CoVvERED SERVICES. A provider shalbe reimbursed only include:

for covered services specified in ch. HFS 107. 1. The full name of the recipient;
(3) RECIPIENTELIGIBLE ON DATE OF SERVICE. A provider shall 2. The identity of the person who provided the service to the

bereimbursed for a service only if thecipient of the service was recipient;

eligible to receive MA benefiten the date the service waspro 3. An accurate, complete and legible description of each ser
vided. vice provided;

roviderahall bereimbursed only f the provider complies it & LS PurPose of and need for the services;
gpplicablestate and federal pro)(/:eduratg)uirements reFI)ating to 5. The quantltyleve! and supply of service provided
the delivery of the service. 6. The date of service;
(5) APPROPRIATEAND MEDICALLY NECESSARYSERVICES. A pro- 7. The place where the service was provided; and
vider shall be reimbursed only for services that are appropriate 8. The pertinent financial records.
andmedically necessary for the condition of the recipient. (b) Medical recod content. A provider shall include in a reeip

(6) PrOVISION OF NON-COVEREDSERVICES. If a provider deter ient's medical record the following written documentation, as
minesthat, to assure quality health care to a recipient, it is necapplicable:
saryto providea non-covered service, nothing in this chapter 1 pate, department orfife of the provideras applicable,
shall preclude the provider from furnishing the service, if beforgnqprovider name and profession;
renderingthe service the provider advises the recipient that the . . - ) :
serviceis not covered under the program and that, if provided, t\r}l%e?s'_ Chiefmedical complaint or purpose of the service of ser
recipientis responsible for payment. ’

(7) SERVICESTORECIPIENTSWITH A PRIMARY PROVIDER. A pro- 3. C!lnlcal flndlngs, o .

vider other than the designated primary provider may not claim 4. Diagnosis or medical impression;

reimbursemenfor a service to an individual whose freedom to 5. Studies ordered, such as laboratory or x-ray studies;
choosea provider has been restricted under s. HFS 104.03 or g, Therapies or other treatments administered:

104.05 as indicated on the recipientMA identification card
unlessthe service was rendered pursuant to a written refesral
therecipients designated primary provider or the service eas
deredin an emagency If rendered in an emgency the provider

. Disposition, recommendations and instructions given to
the recipient, including any prescriptiomnd plans of care or
treatmentprovided; and

seekingreimbursement shall submit to the fisaglent a written 8. Prescriptions, plansf care and any other treatment plans
descriptionof the nature of the emgency along with the service for the recipient received from any other provider
claim. (c) Financial records. A provider shall maintain the following

(8) REFUSAL TO PROVIDE MA SERVICES. A provider isnot financial reCOrdS in Written or eleCtrOniC form:
requiredto provide services to a recipient if the recipient refuses 1. Payroll ledgers, canceled checks, bank deposit slips and
or fails to present a currently valid MA identification card. If any other accounting records prepared by the provider;
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2. Billings to MA, medicare, a third party insurer or teeipi  natethe providers responsibility to retain the records unlass

entfor all services provided to the recipient; alternativearrangement forecord retention and maintenance has
3. Evidence othe provide's usual and customary chgas to beenestablished by the provider
recipientsand to persons or payers who are not recipients; 3. Providers are solely responsible for all costs associated

4. The provide's appointment books for patient appeintwith meeting theresponsibilities under the provider agreement
mentsand the providés schedules for patient supervision, ifequiredunder s. HFS 105.01 (3) (e) and the preparation and sub
applicable; missionof claims, whether in electronic form or on papeMA

5. Billing claimsforms for either manual or electronic billing ©F 0 medicare or other third party payers in the case of claims for
for all health services provided to the recipient; MA recipients, regardless of the means or sooftke prepara

: . . tion and submission. This includes but is not limited to claims

6. Recordsshowing all persons, corporations, partnershigso o ation acquisition or submissioservices and services
andentities with an ownership or controlling interest in the pr hich prepare, acquirer submit claims to payers, including but
vider, as defined in 42 CFR 455.101; and not limited to MA, on behalf of the providewhetheror not the

7. Employee records for those persons currently employed By iderorthe providets membership ganization is chaed for
the provider or who have been employed by the provider at afhe preparation or submission of claims, and any o#ugivity
time within the previous 5 years. Employee records shall incluggquiredunder the provider agreement in accordance with s. HFS
employeename, salaryjob qualifications, position description, 105 01(3) (e).
job title, dates of employment and the emplogemirrent home 4. Atthe re ;

. quest of a person authorized by the department and

addressor the last knowq address of any former emP"’Yee- on presentation of that perssrcredentials, a provider shall per

(d) Other documentationl. The provider shall maintaifoc it access to any requested records, whether in written, elec
umentationof all information received or known by the PrOV'dertronic, or micrographic form. Accedsr purposes of this subsec

of the recipiens eligibility for services under MA, medicare Orijon shall include the opportunity to inspect, reviewdit and
any other health care plan, including but not limited to an '”derﬂeproducethe records.

nity health insurance plan, a heaitfaintenance ganization, a 5. Except as otherwise provided under a contract between the

g{ﬁ;erg]ei%) ?;%eggggp ngaﬁlggl,tﬁ Ch:gth Insuringgamization or department and providers or pre—paid health plans, and except for
. . " . ._recordsrequested by the peer revievganization under contract

2. The provider shall retain all evidence of claims for Feimyith the department, all costs of reproduction by a provider
bursementclaim denials and adjustments, remittance advice, apgtorgsunder this subsection shall be paid by the department at
settlemenbr demand billings resulting from claims submitted tg,o per—-page rate for record reproduction established by the
MA, medicare or other health care plans. ~ departmentunder s. HFS 108.02 (4Reproduction costs for

3. The provider shall retain all evidenafprior authorization recordsrequested by the peer revievganization shall be paid at
requestscost reports and supplemental cost or medical informgne prevailing per-pageate for MA records established by that
tion submitted to MA, medicare arather third party payers of grganization.
healthcare, including the data, information and otthecumenta (f) Condition for eimbursementServicescovered under ch.

tion necessary to support the truthfulness, accuracy and complgfes’ 07 are non-reimbursable under the lgagram unless the
nessof the requests, reports and supplemental information. 460 mentationand medical recordkeeping requirements under

_ (e) Provider esponsibility. 1. Each provider is solefgSpoR  thijs section are met.
sible for the truthfulness, accuradymeliness and completeness 4y 5, nnortingdocumentationThe department may refuse to
of claims, costeports, prior authorization requests and any su,y ciaims and may recover previous payments made on claims
?Iementarwtr)lformatlor: frelatlng. to the é’rQ;’t'dﬂMa/gem?ca wherethe provider fails or refuses to prepare and maintain records
lon or reim ;ﬂsemﬁég or serwcesfsu Im'l edio ort$?[Ame%r permit authorized department personnel to have access to
careor any other third party payer for claims or reqUestSAr - eqorqgrequired under s. HFS 105.02 (6) or (7) and the relevant

recipients,whether omot these claims, reports and requests alg .fionef chs. HFS 106 and 107 for purposes of disclosing, sub
submittedon paper or in electronic form. This includes but is n it y

> S Yantiatingor otherwise auditing the provision, nature, scope
limited to the truthfulness, accuradimeliness and completenes g g P ) ! e

: - uglity, appropriateness and necessity of services which are the
of the documentation necessary to support each claim, cost re B%ect ofclaimsor for purposes of determining provider com

andprior authorization request. The use or consent to use of a ?ﬁ'éncewith MA requirements.
vice, system or process fdhe preparation and submission o

claims, cost reports or prior authorization requests, wheiher
electronicform or on papeidoes not in any way relieve a provide
from sole responsibility for the truthfulness, accurdicgeliness
and completeness of claims, cost reports, prior authorizati
requestand any supplementary information relating to the pr ; r VIS ‘ .
vider's MA certification and claims for reimbursement for-serdin Or handicap, nor may they discriminate in their employment
vices submitted to MA or to medicare or any other third part§"actices.

payerin thecase of claims, reports or requests for MA recipients. (11) PROVISION OF NON-REIMBURSABLE COVEREDSERVICES. A

The provider is responsible whether or not the providehiaged —Providermaynot bill a recipient for covered services which are
for the services, systems or processes and whether or not fi§@-reimbursablender s. HFS 107.02 (2).

i i i History: Cr. RegisterDecemberl979, No. 288, &2-1-80; am. RegistegFebru
departmenbr its fiscal agentonsents to the electronic prepara 1086 No. 362, &f3-1-86: omey. t and recr(9). ef. 7-1-92: r and recr(9),

. .. . . H .ary,
tion and submission of claims, cost reports, prior aUthorlza“QFY(]_’L), RegisterFebruary1993, No. 446, &f3-1-93; correction made in (10) under
requestand any supplementary information relating to the pre.13.93 (2m) (b) 7., Stats., Registéune, 1994, No. 462.

vider’s MA certification and claims for reimbursement for-ser
vices. HFS 106.03 Manner of preparing and submitting

2. All records under pars. (a) {d) shall be retained by a pro claims for reimbursement. (1) FormAT. (&) In this subsec
vider for a period of not less than 5 years, except that a rural hedig, “billing service” means a provider or an entity under contract
clinic provider shalkretain the records for not less than 6 yearéQ & provider which provides electronic media billingetectronic
This period shall begin on the date on which the provider receivedfing transmission for one or more providers.
paymentfrom the program for the service to which tleeords (b) A provider shall use claim forms prescribed or furnished
relate. Termination of a providés participation does not termi by the department, except that a provider may sublaiitnsby

(10) NonbDIsScRIMINATION. Providers shall comply with the
civil rights act ofl964, 42 USC 2000d et. seq., and s. 504 of the
rehabilitationact of 1973, as amended. Accordingtyoviders
Spay not exclude, deny or refuse to provide health care services to
6ecipientson the grounds of race, calgenderage, national ori
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electronicmedia or electronic transmission if the provider or bill 3. To ensure that submissions are correct and there is-appro
ing service is approved by the department for electronic clairpsatefollow—up of all claims, providers shall follow the claims
submissionA billing service shall be approved in writing by thepreparationand submission instructions in provider handbooks
departmenbased on the billing servigeability to consistently andbulletins issued by the department.
meetformat and content specifications required forapplicable 4. If a claimwas originally denied or incorrectly paid because
provider type. The department shall, upequestprovide awrit  of an error on the recipient eligibility file, an incorrect HMO-des
tenformat and theontent specifications required for electroniggnation, an incorrect nursing home level of care authorization or
mediaor electronic transmission billings and shall advise the praursinghome patient liability amount, the department may pay a
vider or billing service of procedures required to obtain departcorrectand complete claim or adjustment only if the original
mentapproval of electronic billing. claim was receivedy the departmerstfiscal agent within 365

(c) Upon the departmestapproval of the provider or the pro daysafterthe date of service and the resubmission or adjustment
vider’s billing service to submit claims through electronic medis received by the departmenfiscal agent withid55 days after
or electronic transmission billing, the provider shall sign an agreibe date of service.
mentto comply with the format, content and procedural require 5, |f a provider contests the propriety of the amount of pay
mentsof the department. mentreceived from the department for services claimed, the pro

(d) The department may at its discretion revoke its approwatier shall notify the fiscal agemif its concerns, requesting reeon
andrescind the agreement for electronic media or electronicafliderationand payment adjustment. All submissions of claims
transmittedclaimssubmission at any time if the provider or billingpaymentadjustments shall bmade within 365 days from the date
servicefails to fully comply with all of the departmestinstrue  of service, except as provided in subd. 4. and(parThe fiscal
tions for submission of electronic media or electronictlgns  agentshall, within 45 day®f receipt of the request, respond in
mitted claims, or repeatedly submits duplicate, inaccurate wiriting and advise whaif any, payment adjustment will be made.
incompleteclaims. The department may at its discretion revokehefiscal agens response shall identify the basis for approval or
its approval and rescind the agreement unde@awrhen the pro  denialof the payment adjustment requested by the pravidhs
vider’s claims repeatedly faifo provide correct and completeaction shall constitute final departmental action with respect to
informationnecessary for timely and accurate claims processipgymentof the claim in question.

and payment in accordance with billimgtructions provided by (c) The sole exceptions to the 365 day billteadline are as
the department or its fiscal agent. follows:

(2) ConTENT. (a) In the preparation a@faims, the provider 1. If a claim was initially processed or paid and the depart
shall use, as applicable, diagnosis, place of service, type-of $gent subsequently initiates an adjustment to increase a rate or
vice, procedure codes and other information specified by th@yment or to correct an initial processing error of the depart
departmentinder s. HFS 108.02 (4) for identifying servibded ment'sfiscal agent, the department may pay a correctcand
onthe claim. The department shall infornfeeted providers of pleteclaim or adjustment only if the provider submits a request for
the name and source of the designated diagnosis and proceditradjustment or claim and that request or claim is received by the
codes. department’discal agent within 90 days after the adjustmentiniti

(b) Claims shall be submitted in accordance with the claina¢edby the department;
submissionrequirements, claim formmstructions and coding 2. a. If a claim for payment under medicare has been filed
information provided by the department. with medicare within 365 days after the date of service, the depart

(c) service or by another agent of the provittes truthfulness, mentmay pay a claim relating to the same service only if a correct
completenessijmeliness and accuracy of any claim are the so&ndcomplete claim is received by the fiscal agent within 90 days
responsibilityof the provider afterthe disposition of the medicare claim;

(d) Every claim submittedhall be signed by the provider or  b. If medicareor private health insurance reconsiders its ini
by the providets authorized agent, certifying to the accuracy arfidl payment and requests recoupment of a previous payment, the
completenessf the claim andhat services billed on the claim aredepartmentnay pay a correct and complete request for an adjust
consistenwith the requirements of chs. HFS 101 to 108 and tteentwhich is received within 90 days after thetice of recoup
department'sinstructions issued under s. HA88.02 (4). For ment;
claimssubmitted by electronic media or electrotiansmission, 3. If a claim for payment cannot be filed in a timetanner
the provider agreement under sub. (1) (c) substitutes for the-sigdaeto adelay in the determination of a recipisntitroactive eli
turerequired by this paragraph for each claims submission. gibility under s. 49.46 (1) (b), Stats., the department may pay a

(3) TIMELINESS OF suMISSION. (a) A claim may not be sub correctand complete claim only if the claim is received by the fis
mitted to MA until the recipient has received the service which &2l agent within 180 days after mailing of the backdated MA-iden
the subject of the claim and the requirements of sub. (7) have b&égation card to the recipient; and
met. A claim may not be submitted by a nursing home for a+ecipi 4. The departmenhay make a payment at any time in aceord
entwho is a nursing home resident utitié day following the last ancewith a court order or to carry out a hearing decision or depart
dateof service in the month for which reimbursement is claimeehent-initiatedcorrective action taken to resolve a dispUie.

A claim may not be submitted by a hospital for a recipient whoriequespayment the provider shalibmit a correct and complete
a hospital inpatientntil the day following the last date of serviceclaimto the departmerntfiscal agent within 90 days after mailing

for which reimbursement is claimed. of a notice by the department or the court of the court dnder
(b) 1. © be considered for payment, a correct and compldtg decision or corrective action to the provider or recipient.
claim or adjustment shall beeceived by the departmenfiscal (4) HEALTH CARE SERVICESREQUIRING PRIOR AUTHORIZATION.

agentwithin 365 days after the date of the service except as pido payment may be made on a claim for service requiring prior
vided in subd. 4. and paic). The department fiscal agent’ authorizationf written prior authorization was not requested and
responseo any claim or adjustment received more thand@8f receivedby the provider prior tdhe date of service delivery
after the date of servicehall constitute final department actionexceptthat claims that wouldrdinarily be rejected due to lack of
with respect to payment of the claim or adjustment in questioithe providers timely receipt of prior authorization may paid

2. The provider is responsible for providing complete andnderthe following circumstances:
timely follow-up to each claim submissionverify that correct (a) Where the providés initial requesfor prior authorization
andaccurate paymemtas made, and to seek resolution of any disvasdenied and the denial was either rescinded in writing by the
putedclaims. department or overruled by an administrative or judicial order;
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(b) Where the service requiring prior authorization was pro 1. “Health care plan” means a plan or policy which provides
vided before the recipient became eligible, and the provideoverageof health services, regardless of the nature and extent of
appliesto and receives from the department retroactithoriza coverage oreimbursemenincluding an indemnity health insur
tion for the service; or anceplan, a health maintenanceganization, a health insuring

(c) Where time is of the esserioeproviding a service which organizationa preferred providesrganization or any other third
requiresprior authorizationand verbal authorization is obtainedparty payer of health care.
by the provider from the departmesntmedical consultant or 2. “Properly seek payment” means taking the following
designeeTo ensurepayment on claims for verbally—authorizedactions:

Serviceslhe prOVidel’ Sha” retain recomich ShOW the tlme and a. When required by t}'payer as a condition for payment for
dateof the authorization and the identity thie individual who  the particular service, the provider shall request prior authoriza
gavethe authorization, and shall follow-up with a written authorkjon or pre-certificationfrom medicare or the other health care
zationrequest form attaching documentation pertinent to the vejlan, except in the case of ergency services. This includesfol

bal authorization. lowing the preparation and submission requirements of the payer

(5) PROVIDERSELIGIBLE TO RECEIVE PAYMENT ON CLAIMS. () andensuring that the information provided to the payer is truthful,
Eligible providers. Payment for a service shall be made directlymely, complete and accurate. Prior authorization or pre—certifi
to the provider furnishing the service or to the providganiza- cationmeans g@rocess and procedures established by medicare or
tion which provides or arranges ftire availability of the service the other health care plan whighvolve requiring the review or
on a prepayment basis, except that payment may be made: approvalby the payer or its agent prior to the provision ségvice

1. To the employer oéinindividual provider if the provider in order for the service to be considered for payment;
is required as a condition of employment to turn over fees derived b. The provider shall file a truthful, timglgompleteand
from the service to the employer or to a facility; or accurateclaim or demand bill for the services whicbmplies

2. To a facility if a service was provided @nhospital, clinic with the applicable claim preparation and submission require
or other facility and there exists a contractual agreement betwegentsof medicare or the other health care plan. This includes pro
theindividual provider and the facilifunder which the facility viding necessary documentation and pertinent medical informa
preparesand submits the claim for reimbursemfartthe service tion when requested by medicare or ttker health care plan as

providedby the individual provider partof pre—payment or post—payment reviparformed by medi
(b) Facility contracting with poviders. An employer or facil ~careor the other health care plan; and
ity submitting claims for services providég a provider in its c. In the case of prior authorization or pre—certification

employor under contract as provided in.gaj) shall apply for and requestsglaims or demandills which are returned or rejected, in
receivecertification from the department submit claims and wholeorin part, by the payer for non—compliance with prepara
receivepayment on behalf of the provider performing the setion or submissiomequirements of medicare or the other health
vices.Any claim submitted by an employer or facility so adthocareplan, the provider shall promptly correct and properly resub
rized shall identify the provider number tife individual provider mit the prior authorization or pre—certification request, claim or
who actuallyprovided the service or item that is the subject of trdemandbill, as applicable to the payer
claim. (b) Before submitting a claim to M#or the same services, a
(br) Providers of pofessional services to hospital inpatientsprovidershall properlyseek payment for the services provided to
Notwithstandingpars. (a) and (b), in the case of a provider pean MA recipient frormedicareor, except as provided in pdg),
forming professional services to hospital inpatients, paymeahotherhealth care plan if the recipient is eligible for services
shallbe made directly to the provider or to the hospital if it is-sepandermedicare or the other health care plan.
rately certified tobe reimbursed for the same professional ser (¢) when benefits from medicare, another health care plan or
vices. otherthird party payer have been paid or are expected to be paid,
(c) Prohibited paymentsNo payment which under pga) in whole or in part, to either the provider or the recipientptioe
(intro.) is made directly to an individual provider or providegasr vider shall accurately identify themount of the benefit payment
nization may be made to anyor@se under a reassignment ofrom medicare, other health care plan or other third party payer on
powerof attorney except to an employer or facility under (@r or with the bill to MA, consistent witthe departmerg’ claims
1. or 2., but nothing in this paragraph shall be construed: preparation,claims submission, cost avoidance and post-pay
1. To prevent making theayment in accordance with anmentrecovery instructions under s. HFS 108.02 (4). The amount
assignmenirom the person or institution providirlge service if of the medicare, health care plan or other third party payer reim
the service is made togovernmental agency or entity or is estabbursemenshall reduce the MA payment amount.
lished by or pursuant to the order of a court of competent jurisdic (d) If medicare or another healtare plan makes payment to
tion; or the recipient or to anothgserson on behalf of the recipient, the
2. To preclude an agent of the provider from receiving argrovidermay bill the payee for the amount of the benefit payment
paymentif the agent does so pursuant to an agency agreemantdmay take any necessary legal action to collect the anebunt
underwhich the compensation to be paid to the agent for servidbs benefit payment from the payee, notwithstanding the provi
in connectionwith the billing or collection of payments due thesionsset forth in ss. HFS 104.01 (12) and 106.04 (3).
personor institution under the program is unrelated, directly or (e) The provider shall bill medicare or another health care plan
indirectly, to the amount of payments thre claims for them, and for services provided to a recipient in accordance witftldiens
is not dependent upon the actual collection of the payment. preparationclaims submission and prior authorization instruc
(6) ASSIGNMENT OF MEDICARE PART B BENEFITS. A provider tionsissued by the department under s. HFS 108.02 (4). The pro
providing a covered service tocual entitlee shall accept assign vider shall also comply with the instructions issued by the depart
mentof the recipiens part B medicare benefits if the service-promentunder s. HFS 108.02 (4) with respect to cost avoidance and
videdis, in whole or in part, reimbursable under medicare part@st—paymentecovery from medicare and other health care
coverage. All services provided to destitleeswhich are reim  plans.
bursableunder medicare part ghall be billed to medicare. In this (f) If, after the provider properly seegayment, medicare or
subsection,“dual entitleaheansan MA recipient who is also eli  anothemprovider may submit a claim to MA for the unpaid service,

gible to receive part B benefits under medicare. exceptas providedn par (k). The provider shall retain all evi
(7) MEDICAREAND OTHERHEALTH CAREPLANS. (@) Inthis sub  denceof claims for reimbursement, settlements and denials result
section: ing from claims submitted to medicare and other health care plans.
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(9) If eligibility for a health carglan other than medicare is HFS 106.04 Payment of claims for reimbursement.
indicatedon the recipiens MA identification card and billing (1) TiMELINESS. (@) Timeliness of paymenthe department shall
againstthat plan is not required by p#e), theprovider may bill reimbursea provider for a properly provided covered service
eitherMA or the indicated health care plan, but not both, for treccordingto the provider payment schedwéatitled “terms of
services provided, as follows: providerreimbursement,” found in the appropriate Nfovider

1. If the provider elects tbill the health care plan, the pro handbookdistributed by the departmenthe department shall
vider shall properly seek payment from the health care plan.igsuepayment on claims for covered services, properly completed
claim may not be submitted to MA unttie health care plan paysandsubmitted by th@rovidey in a timely manneiPayment shall
partof or denies the original claim or 45 days have elapsed witgissued on at least 95% ibfese claims within 30 days of claim
no response from the health care plan; and receipt,on at least 99% of these claims within 90 days of claim

2. If the provider elects to submit a claim to MA, no claim ma%ghce(ijpt,and on 100% othese c_léaimshwithin 180 ?aﬁ’ S Olf receipt.
be submitted to the health care plan. e department may not consider the amount of the claim i pro

. . i &essingclaims under this subsection.

(h) In the event a provider receives a payment first from M . .
andthen from medicare, another health care plan or another third(P) Exceptions.The department may exceed claims payment
party payer for the same service, the provider shall, within 30 day/@its under par(a) for any of the following reasons:
afterreceipt of thesecond and any subsequent payment, refund to 1. If a claim for payment under medicare has bided in a
MA the MA payment or the payment from medicare, the healimely mannerthe department magyay a MA claim relating to the
careplan or other third partyvhichever is less. sameservices within 6 months after the department omptioe

(i) Before billing MA for services provided to amgcipient vider receives notice of the disposition of the medicare claims;
whois also a medicare beneficiasymedicare—certifiedrovider 2. Thedepartment may make payments at any time in accord
shall acceptmedicare assignment and shall properly seek pagncewith a court orderor to carry out hearing decisions or depart
mentfrom medicare for servicemvered under the medicare pro mentcorrective actions taken to resolve a dispute; or
gram.In filing claims or demand bills with medicare, a provider 3. The department may issue payments in accordance with
shalladhere tdhe requirements for properly seeking payment agaiver provisions if it has obtained waiver from the federal
defined under par(a) 2. and to the instructions issued by thgealthcare financing administration under 42 CFR 447.45 (e).

departmentinder sHFS 108.02 (4) relating to claims prepara ;) payent MecHanism. (a) Definitions. In this subsec
tion, claims submission, prior authorization, cost-avoidaarsb tion:

ost—paymentecover . .
P hay y 1. “Automated claims processing system” means the cemput

() If another health care plan, other than medicare, providﬁ : . :
coveragedor services provided for an MA recipient and fire- the ggi?%/:tg;n pfg\%aetresd by the departradisical agent for paying

vider has the required billing information, including any applica ) ) ) )
ble assignment of benefits, the provider shall properly seek pay 2- ‘Manual partial payment” means a method pafying
mentfrom the health care plaexcept as provided in p4g), and Claims other than througkhe automated claims processing-sys
receivea response from that plan prior to billing MA unless 4§M-

dayshave elapsed with no response from the health care plan, aftefb) Automated claims picessing.Except as provided in par
which the provider may bill MA. This requirement does not applfc), payment of provideclaims for reimbursement for services
to a managed health care plan as defined in(kpar providedto recipients shall be made through tepartmeng

(k) A provider authorized to provide services to a recipie@uUtomatectlaims processing system.
undera managed health care plan other than MA, who receives ac) Manual partial payment.The department may pay up to
referralfor services from the recipieatinanaged health cgoan  75% of the reimbursablamount of a providés claim in advance
or provides ema@ency services for a recipient in a managedf payments made throughe automated claims processing-sys
healthcare plan, shall properly seek payment from that managedn if all the following conditions exist:

healthcare plan before billing MA. A provider wiipes not par 1. The providerrequests a manual partial payment and is
ticipatein a managed health care plather than MA, that pro  informedthat the payment will be automatically recouped when
videscoverage tdhe recipient but who provides services covereghe providers claims are later processed through the automated
by the plan may not bill MA for the services. In this paragrapliaimsprocessing system:

managedhealth care planfneans a health maintenancgzar 2. A providers claims for services provided have been pend

Eggiﬁgége;g;ed provider ganization or similarly ganized ing in the automated claims processing systermfore than 30
: days,or the provider provides services to MA recipients repre

(8) PERSONALINJURY AND WORKERSCOMPENSATIONCLAIMS. If — sentingmore than 50% of the providsrincome and payment for
aprovider treats a recipient for injuries or illnessstained in an theseserviceshas been significantly delayed beyond the claims
g\rfp:}g)c/)rrnvt\algltiﬂe“?)tr)gl\t/%/d?ra%gi gf)er::ttetsg%cijlIol\r/IdAufr(IJr;gsg;Sigg:cise Yrocessingime historically experienced by the provider;
vided without regard to the possibliebility of another party or 3. T.Ze delay in paymennder subd. 2. is due to no fault of
the employer The provider may alternatively elect to seek-pa)} eproviaer, ) ) ] o
mentby joining in the recipiers’ personal injury claim or workers 4. Further delay in payment will have a financial impact on
compensatiortlaim, but in no event may the provider seek-payhe provider whichis likely to adversely &ct or disrupt the level
mentfrom both MA and a personal injury or workers compens#®f care otherwise provided to recipients; and
tion claim.Once a provider accepts the MA payment for services 5. The provider has submitted documentation of covered ser
providedto the recipient, the provider shall not seelaccept pay vices,including the provider name and MA billing numptre
mentfrom the recipient personal injury or workers compensarecipientsname and MA numbegthe date or dates skrvices
tion claim. provided,type and quantity of services provided as appropriate

History: Cr. RegisterDecemberl979, No. 288, £f2-1-80; am. RegisteFebry  andany other information pertinent to payment for covered ser
ary, 1986, No. 362, &3-1-86; renum. (3) to be (3) (a), (3) (b), Registeebruary vices
1988,No. 386, ef 3-1-88; emeg. am. (3) (a), &/ 11-1-90,emeg. c. (5) (br), ef. . ) )
é—1;91ﬁmdég)l(a’%Re%SgeglfVﬁy 119311, No. 425, éé6—l—(%:tcr((35)) (b(rj),(;i)eg:(sst;ar (d) Recoupment of manupértial payments.Manual partial
eptembe , NO. f —1-91 emgJ. I. and recr (0] an , Co), : 10
eff. 7-1-92; rand recr(1) to (3) and (7), c(8), RegisterFebruary1993, No. 446, paymentsshall be automatically recouped when the provider

eff. 3-1-93. claimsare processed through the automated claims system.
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(e) Cash advances phibited. In no case may thdepartment mentin the case of a duplicative payment from MA, medicare or
or its fiscal agent make advance paynfenservices not yet pro otherhealth care payer and within 30 days after the dalesobv
vided. No paymentmay be made unless covered services haeey in the case of all other overpayments.

beenprovided and a claim or document under (&rS. for these  (b) In lieu ofreturning the overpayment, a provider may notify

serviceshas been submitted to the department. the department in writing within 30 days after the date of the over
(2) CosTsHARING. (a) General policy Pursuant to s. 49.45 paymentor its discoveryas applicable, of the nature, souacel

(18), Stats., the departmeshall establish copayment rates an@mountof the overpayment and request that the overpayment be

deductible amounts for medical services covered under MAdeductedrom future amounts owed the provider by the ot

Recipientsshall provide the copayment amount or coinsurance ¢@am.

the provider or pay for medical services tp the deductible (c) The department shall horitre request under p4b) if the
?Toé”.‘t'as a%[goforftoei efzcept that tberwcetsfand rec'te'err]‘ts.ﬁrovideris actively participating in the program, is not currently
Isted In S. .01 (12) (a) are exempt from cost-sharif)gjerinvestigation for fraud or MA program abuse, is not subject

requirementsProviders are not entitled to reimbursement frofy, o intermediate sanction under s. HFS 106.08, and is claiming
MA for the copayment, coinsurance or deductible amdiants andreceiving MA reimbursement in amountsfiiént to reason

which a.recl:liplent IS l'abl?' ably ensure full recovery of the overpayment within a limited

(b) Liability for refunding eroneous copaymentn the event period of time. Any limited recovery period shall be consistent
thatmedical services are covered bihiad party and the recipient yyith the applicable federally required time perfodthe depart
makesa copayment to the providehe department is not respon menpsrepayment ofhe federal financial participation associated
sible for refunding the copayment amount to the recipient.  \yith the overpayment as stated in 42 CFR 433.300-322.

(3) NON-LIABILITY OF RECIPIENTS. A provider shallaccept — (q4) | the department denies the providerequest under par
paymentsnade by the department in accordance with sUBS(1) () i have the overpayment deducted from future amqaits
paymentin full for services provided a recipient. A provider mayhe nrovider shall return to the department the full amount of the

not attempt to impose a chy for an individuaprocedure or for within 30 d ft int of the d TRt
overheadwhich is included in the reimburseméott services pro %%%%;rﬂen i ays after receipt ot the departrent

vided nor may the provider attempt to impose an unauthorize A claim denied f . i
chargeor receive payment from a recipient, relative or other per. (6) GOODFAITH PAYMENT. A claim denied for recipient eligi
sonfor services provided, or impose direct cfesupon a recipi bility reasons may qualify far good faith payment if the service

entin lieu of obtaining payment under the program, except undgiovidedwas providedn good faith to a recipient with an MA
any of the following goﬁd%ions: prog P O%rentificationcard which the provider saw on the date of service

. . .. _._and which was apparently valid for the date of service.
(2) A service desired, needed or requested by a recipient is N story: Cr. RegisterDecember1979, No. 288, €f2-1-80; am. RegisteFebru

coveredunder the program or a prior authorization request ig;, 1086, No. 362, &f3-1-86;r. (2) (b) 10. and 1L, ct (7) (f), RegisterFebruary
deniedand the recipient is advisedtbfs fact before receiving the 1988,No. 386, ef 3-1-88; renum. (2) (b) 5. @. to be 6. to 10. and am. 9. and 10.,

service: cr.(2) (b) 5., 1. and 12., RegisteDecemberl988, No. 396, &1-1-89; emeg. am.

' . . . . . (2) (a), r (2) (b) to (e), renum. (2) (f) toe (2) (b), &f 1-1-90; am. (2) (a), (2) (b)

(b) An applicant is determined to be eligibietroactively to(e), rem(JF.)(Z)f(f)flbtle (gz) (b),(lfe%lséeﬁ_ep;ten'\’/llbeﬂlgggé)i N’\?. 4}22&22—%—3(1);

i i - merg.cr. (1m), ef. 11-1-90; cr (1m), Register May, , No. s —1-91;
undt(e(jrs. 4t9|.4f6 (1) (b.)’ Stats.aanddadprgwdtehr haSt bllleq thedap@rln.(s) (intro.), RegisterSeptemberl 991, No. 429, &10-1-91; emey. am. (1m)
i(:na\r/]vhilcrﬁccgseo ;hS: rpmvrlgs%é?ghgrlf upgcrxltri]f?catﬁ)rq%ﬁﬁgp I%E(’:ci)pi' (szll)" (r7e)n and %5“) (d)d ® a(rg; (9% t? bf (.c:)Lzm ) (e)'((f) ;H(]d)(f) an am--(((l‘l),T)O{((g), d

s r. (4), an .rand recr(6), ef. 7-1-92; am. (1m) (c) 1., renum. (Im an
ent’s retroactive eligibility submit claims under this sectiéor ~ (9) 1o be (1m) (e) and (6),.qdm) (d), rand recr(3), & (6) o (8), Registeiebruary
coveredservices provided during the retroactive periogon é?;iiﬁ%'gfﬁg;grﬁ’ 19393; Forrecton in (3) (b) made under s. 13.93 (2m) (b) 7.,
receiptof payment from the program for the services, the provider

shallreimburse in full the recipient or other persamo has made HFS 106.05 \Voluntary termination of program par -
prior payment to the provideA provider shall not be required toti%ipation. (1) PROVIDERSOTHERTHAN NURSINGHOMES. () Ter-

re!mgursetg)e ;ﬁaplent or other person in excess of the amoylinationnotice. Any provider other than a skilled nursing facility
reimourse .y. e.program., or . . orintermediate care facility may at any time terminate participa
(c) A recipient in a nursing home chooses a private room in t}ign in the program. A provider electing to terminate program par
nursinghome and the provisions of s. HFS 107.09 (4) (k) are mgkipation shall at least 30 days before the termination datiéy
(4) RELEASE OF BILLING INFORMATION BY PROVIDERS. (&) thedepartment in writing of that decisiamd of the déctive date
Restrictions. A provider may not release information to a recipiof termination from the program.
entor to a recipiens attorney relating to crges which have been (5) ReimbursementA provider may not claimeimbursement
billed or which will be billed to MA for the cost of care of a recipifor services provided recipients on or after tHeative datespee
entwithout notifying the department, unless any real or potentiglq in the termination notice. If the providemotice of termina
third—partypayer liability has been assigned to the provider ion, fajls to specify an ééctive date, the provides certification
_ (b) Provider liability. If a provider releases information relat to provide and claim reimbursement for services under the pro
ing to the cost of care of a recipient or benefic@ytrary to par - gramshall be terminated on the date on which notice of termina
(a), and the recipient or beneficiamyceives payment from a liabletion is received by the department.
third—partypayer the provider shaliepay to the department any (2) SKILLED NURSING AND INTERMEDIATE CARE FACILITIES. (&)
_'\If'r'? bent_a(;ltpaym%r]lt it has rfce'?’ed for thet(ﬁ:m In _ql_Jesttlonb Terminationnotice. A provider certified under ch. HFS 105as
eprovider may then assert a claim against the recipient of Beggey o nursing facility or intermediate care facility may terminate

ficiary for the amount of the MA benefit repaid to tepartment. participationin the program upon advance written notice to the

Note: See theWisconsin Medical Assistance Provider Handbook for specifi . . s .
informationon procedures to be followed in the release of billing information.  departmentnd to the facilitys resident recipientsr their legal

(5) RETURN OF OVERPAYMENT. (a) Except as provided in par 9uardiansn accordance with s. 50.03 (14) (BJats. The notice
(b), if a provider receives a payment under the MA program shallspecify the dective date of the facilitg termination of pro
which the provider is not entitled or in an amount greater than tHEm participation.
to which the provider is entitled, the provider shall return to the (b) ReimbursementA skilled nursing facility or intermediate
departmenthe amount of the overpayment, including but not limcare facility electing to terminate program participation may
ited to erroneous, excess, duplicative and improper paymentigim and receive reimbursement for services for a period of not
regardles®f causewithin 30 days after the date of the overpaymorethan 30 days beginning on thdeetive termination date.
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63 DEPARTMENTOF HEALTH AND FAMILY SER/ICES HFS 106.06
Servicesfurnished during the 30—-day period shallreémburs (7) SERVICE DURING PERIOD OF NONCERTIFICATION. The pre
ableprovided that: vider has provided a service to a recipient during a period in which

1. The recipient was not admitted to the facility after the dafgovider'slicensure, certification, authorization, or other entitle
on which written notice of program termination was given thB1entto provide the servicaas terminated, suspended, expired or
departmentand revoked;

2. The facility demonstrates the satisfaction of the depart  (8) CRIMINAL convicTION. The provider has been convicted
mentthat it has made reasonabléodat to facilitate ’[hmrdeﬂy of a criminal ofense related to prOVIdIng or Clalmlng reimburse

transfer of affected resident recipients to another appropriafg€ntfor services under medicare or under this or any othersstate’
facility. MA program. Irthis subsection, “convicted” means that a judg

mentof conviction has been entered by a fedestte or local

programparticipation undethis section does not end the provid COUI;', irrespective of whether an appeal from that judgnient

er’s responsibility to retain and provide access to records REhding, ) ]

requiredunder s. HFS 106.02 (9) unless an alternative arrange (9) FALSE STATEMENTS. The provider knowingly made or

mentfor retention, maintenance and access has been establigfsedo be made a false statement or misrepresentation of mate

by the provider and approved in writing by the department. rial factlr_1 connection with providés application for certification
History: Cr. RegisterDecemberl979, No. 288, &f2-1-80; am. RegisteFebry  OF recertification;

(3) RecorbRETENTION. Voluntary termination of a providsr

ary, 1986, No. 362, &f3-1-86. (10) FAILURE TO REPORTSTATUS CHANGE. The provider has
o ] concealedfailed or refused to disclose amyaterial change in
HFS 106.06 Involuntary termination or suspension licensure, certification, authorization, or ownership which, if

from program participation.  The department may suspend oknownto the department, would have precluded the provider from
terminatethe certification of anperson, partnership, corporation beingcertified;
associationagency institution or other entity participating as a (11) CONCEALMENT OF OUTSIDE CONTROLLING INTERESTS. The
healthcare provider under the program, if the suspension or tetqyider at the time of application for certification under ch. HFS
mination will not deny recipients access to Msrvices and if 105 or after receiving that certification knowingly misrepre
afterreasonable notice and opportunity for a hearing the depafiniedconcealed or failed to disclogethe department full and
mentfinds that: completeinformation as to the identity of each person holding
(1) Non-compLIANCEWITH MA REQUIREMENTS. The provider ownershipor controlling interest in the provider;
hasrepeatedly and knowingly failed or refused to comply with (12) ConcEALMENT OF PROVIDER'S CONTROLLING INTERESTS.
federal or state statutes, rules or regulations applicabl#1@o The provider at the time of application for certification under ch.
delivery of, or billing for, services under the program; HFS 1050r after receiving that certification knowingly misrepre
(2) ReFUSALTOCOMPLY WITH PROVIDERAGREEMENT. The pre  sentedconcealed or faileth disclose to the department an owner
vider has repeatedly and knowingly failed or refused to compghip or controlling interesthe provider held in a corporation, part
with the terms and conditions of its provider agreement; nership, sole proprietorship or other entity certified under the
(3) IMPROPERACTIVITIES. (@) The provider has prescribedprogram;
provided,or claimed reimbursement for services under the pro (13) FALSE STATEMENTS CONCERNING THE NATURE AND SCOPE
gramwhich were: OF SERVICES. The provider made or caused to be made false state
1. Inappropriate; mentsor misrepresentation of material facts in recostired

2. Unnecessary or in excess of the recipsem¢eds; unders. HFS 105.02 (4), (6) or (@nhd maintained by the provider

. . for purposes of identifying the nature and scopservices pro
3. Detrimental to the health and safety of the recipient; orvidtleoéj L?nder thelproglrfglm-g u peervi P

4. Of grossly inferior quality (14) FALSE STATEMENTS CONCERNING THE COSTSOF SERVICES.

(b) Findings precipitating action by the department under thithe provider has knowinglynade or caused to be made false
subsection shall be based on the written findings of a peer revistatementsor has misrepresented material facts in connection
committeeestablished by the department or a PRO ucadietract  with the providets usual and customary chgas submitted to the
to the department to review and evaluate health care services pigpartments a claim for reimbursement;
videdunder the program. The findings shall be presumptive evi (15) Fa| sg STATEMENTSCONCERNINGCOSTREPORTS. The pro
dence thatheprovider has engaged in improper activities undgfiger has knowinglynadeor caused to be made false statements
this subsection. or misrepresentation of material facts in cost reports relating to the

(4) SusPeENsIONOR REVOCATION. The licensure, certification, provider’s costs, expenditures or uswaid customary chges
authorizationor other dficial entitlement required as a prerequi submittedto the department for the purpasfeestablishing reim
siteto the providess certification to participate in the program hagursementates under the program;
beensuspended, restricted, terminated, expired or revoked, (16) FAILURE TO KEEP RECORDS. The provider has failedr

(5) PuBLIC HEALTH IN JEOPARDY. A providers licensure, cedi refusedto prepare, maintain or make available for inspection,
fication, authorization or other fi€ial entitlement has been sus audit or copy by personauthorized by the department, records
pendedterminated, expiredr revoked under state or federal lawnecessaryo fully disclose the nature, scope and neestofices
following a determination thahe health, safety or welfare of theprovidedrecipients;
publicis in jeopardy; (17) FALSESTATEMENTONCLAIM. The provider haknowingly

(6) MEeDICARESANCTIONS. (&) The provider is excluded or-ter madeor caused to be made a false statement or misrepresentation
minatedfrom the medicare program or otherwise sanctioned lof a material fact in a claim;
the medicare program because of fraud or abuse of the medicarg18) OpstrucTIONOF INVESTIGATION. The provider hamiten
program under 42 CFR 420.101 or 474.10. tionally by act of omission or commission obstructedraestiga

(b) The provider is suspended from the medicare program f@n or audit being conducted by authorized departmgetaon
convictionof a medicare program-related crime under 42 CH#el pursuant to s. 49.45 (3) (g), Stats.;

420.122. (19) PayMENT FORREFERRAL. The provider has fidred or paid

(c) The provider is a party convicted of a crime, ineligible tto another person, or solicited or received from another person,
participatein the medicare prograand the health care financingany remuneration in cash or in kind in consideration for a referral
administrationdirects the department to suspend the provider;of a recipient for the purpose of procuring the opportuwifyro-
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vide covered services to the recipient, payment for which may be(b) A person with management responsibility for a provider
madein whole or in part under the program; previously terminated under this section, oparson who was
(20) FAILURE TO REQUEST COPAYMENTS. The provider has €mployedby apreviously terminated provider at the time during
failed to request from recipients the required copayment, dedthh'Ch_the act or acts_oc’curred which s_en_’veo! as the basis f_orathe ter
ible or coinsurance amount applicable to the service providedénationof the providets programanticipation and knowingly
recipientsafter having received a written statement from thgausedgconcealed, performed or condoned those acts;
departmentnoting the providés repeated failure to request (c) An oficer of or person owning, either directly or indirectly
required copaymentsdeductible or coinsurance amounts an8% of the stock or other evidences of ownership in a corporate
indicatingthe intent to impose a sanctiorthie provider continues providerpreviously terminated dhe time during which the act or

to fail to make these requests; actsoccurred which served as the basis for the termination;
Note: See s. 49.45 (18), Stats., and s. HFS 106.04 (2) for requirements on copay(d) An owner of a sole proprietorship or a partner in a partner
ments,deductibles and coinsurance amounts. shipthat was terminated as a provider underskistion, and the

(21) CHARGING RECIPIENT. The provider has, in addition to persorwas the owner or a partner at the time during which the act
claiming reimbursementfor services provided a recipient,or acts occurred which served as the basis for the termination;
imposeda chage on the recipient for the services or has attempted (€) Convicted of a criminal éénserelated to the provision of

to obtain payment from the recipient in lieu Of. c_Iaiming reim ervicesor claiming of reimbursement faervices under medi
kiggsgzwegt.hrough the program contrary to provisions of s. HFéareor under this or any other stat@hedical assistance program.
04 (3); ) In this subsection, “convicted” means that a judgment of cenvic
(22) RACIAL OR ETHNIC DISCRIMINATION. The provider has tion has beentered by a federal, state or local court, irrespective
refusedto provide or has denied services to recipients on the bagisvhether an appeal from the judgment is pending;

o_f t_he_ recipiens race, color or national origin in violation of the (¢ Excluded, terminated, suspended or otherwise sanctioned
civil rights act of 1964, as amended, 42 USC 2@0dseq., and (m)edicare or by this or any othgr stateiedical assistance pro
theimplementing regulations, 45 CFR Part 80; gram;or
(23) HANDICAPPEDDISCRIMINATION. The provider has refused 4y Barred from participatiorin medicare by the federal
to provide or has denied servidesa handicapped recipient solelygepartmenof health anduman services, and the secretary of the
onthe basis of handicap, thereby violating s. 504 of the rehabilifggeraldepartment ohealth and human services has directed the
tion act of 1973, as amended, 29 USC 794; departmento exclude the individual or entity from participating
(24) FunDs MISMANAGEMENT. A provider providingskilled in the MA program under the authority of sectidr2& or 1.28A
nursingor intermediate care services has failed to or has refussfcthe social security act of 1935, as amended.
to establish and maintain an accounting systérich ensures full (29 BjLING FORSERVICESOF A NON-CERTIFIEDPROVIDER. The
andcomplete accounting of the personal funds of residents Whgyvidersubmitted claims foservices provided by an individual
arerecipients, or has engaged in, caused, or condoned serieus {flifoseMA certification had been terminated or suspended, and

managemenbr misappropriation of the funds; the submitting provider ha¢tnowledge of the individua’ ter
Note: See s. HFS 107.09 (3) (i) for requirements concerning accounting for thi§ination or suspension' or
personafunds of nursing home residents. !
(25) REFUSAL TO REPAY ERRONEOUSPAYMENTS. The provider
hasfailed to repay or has refused to repay amounts that have b
determinedo be owed the department either under s. HFS 106.
(5) or pursuant to aJUdgment of a court of competent jUI’ISdICtIO ’I—iistory: Cr. RegisterDecember1979, No. 288, &f2-1-80; am. RegistegFebru
asa result of erroneous or improper payments ntadle pre  ary, 1986, No. 362, 613-1-86; emay. am. (28) (e) and (f), .c28) (q), ef. 2—19-88;

vider under the program; am.(28) (e) and (f), c(28)(g), RegisterAugust, 1988, No. 392,feD-1-88 correc-
tion in (25) madeunder s. 13.93 (2m) (b) 7., Stats., Register February 2002 No.
(26) FAULTY SUBMISSION OF CLAIMS, FAILURE TO HEED MA 554

BILLING STANDARDS,ORSUBMISSIONOFINACCURATE BILLING INFOR-
MATION. The provider has created substantial extraordinary pro HEs 106.065 Involuntary termination and  alterna -

cessingeosts by submitting MA claims for services that the prajye sanctions for home care providers. (1) TERMINATION.
vider knows, or should have known, are reimbursable by MA, (a) The department may terminate a home care prasidertifi-
MA claims which fail to provide correct or complete informatiogationto participate in the MA program for failute comply with
necessaryor timely and accurate claims processing and paymefie requirements of s. HFS 105.19, 107.107.13 or 107.12as
in accordance with proper billing instructions published by thgyplicable or for any of the reasons described in s. HFS 106.06

departmenbr the fiscal agent, &A claims which include proee  afterreasonable notice and opportunity for a hearing under s. HFS
durecodes or procedure descriptions thatiatensistent with the 106.12(4).

nature,level or amount of health care provided to the recipient, (b) The department shall provide at least 15 working days
and,in addition, the provider has failed teimburse the depart 5 4ancenotice of termination to the providexcept at least 5 eal
mentfor extraordinary processing costs attributable to these praygardays advance notice to providers is required in situations
tices; . _ wherethe recipient health and safety is in immediate jeopardy
(27) REFUSALTOPURGECONTEMPTORDER. The provider failed (¢) any provider terminated under this section shall have 30
or refused to pge a contempt order issued under s. 885.12, Staf$endardays from the date of termination of certification to make
asa result of the provida refusal to obey a subpoena under $jiemative care arrangements for MA recipients under the provid
49.45(3) (h) 1., Stats.; er’s care before thefettive date of termination. Aftéhe 30—day
(28) OTHER TERMINATION REASONS. The provider a person period, MA payment for serviceprovided will cease, except for
with management responsibility for the provider oficer or per  paymentsto providers terminated in immediate jeopardy situa
sonowning directly or indirectly 5% or more of the shares or othéibns. In immediate jeopardgituations, as determined by the
evidencef ownership of a corporate providarmpartner in a part departmentthe department may maldternative care arrange
nershipwhich is a provideror theowner of a sole proprietorship mentsto preserve continuity of care and for the protection of the

(30) BUSINESSTRANSFERLIABILITY. The provider has failed

%rg;lplywith the requirements of s. 49.45 (21), Stats., regarding
llity for repayment of overpayments in cases of businass

r

whichis a providerwas: recipient.
(a) Terminated from participation in the program within the (2) ALTERNATIVE SANCTIONS. (&) In the event the department
precedingb years; finds it more appropriate to take alternative actiotetmination
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of certification under sub. (1) to ensure compliance with prograagainsta provider who has beéound to have engaged in the eon
requirementsit may impose one or more sanctions under(par ductdescribed in s. HFS 106.06:

for no more than 6 months following the last day ofdiepart (a) Referral to the appropriate state regulatory agency;
ment’sreview of the providellf, at the endf the 6 month period, (b) Referral to the appropriate peer review mechanism:

the provider continues to not comply with the MA program - S .
requirementor requirements, the provider shall be terminate&ég)eglrgn;fgrzttﬁ;gov'der agreement of limitafation not to

from MA program participation under sub. (1). (d) Transfer to a provider agreement which stipulates specific
(b) The department may apply ooeseveral of the following conditionsof participation.

sanctions: . L. History: Cr. RegisterDecemberl979, No. 288. &2-1-80; am. RegistgFebru
1. Suspension of payment for new admissions; ary, 1986, No. 362, &f3-1-86; emag. . and recr(2), ef. 2-19-88; am. (2), Register

2. Suspension of payments for new admissions who requjga"uan;1988, No. 386, éf3-1-88; rand recr(2), RegisterAugust, 1988, No.

particular types of services;
3. Suspension of payments for any MA recipient requiring a HFS 106.08 Intermediate sanctions. (1) To enforce
particulartype of service; compliancewith MA program requirements, the department may
4. A plan of correction prescribed by the department; impose;og a provider forda Vi0|%ti(zg)“5t‘|3d unger sub. (2) one ofr
; T . moreof the sanctions under sub. (3) unless the requiremests o
2' irov@etr motn |t?r|ntg by the departmen.t, HFS 106.065 applyAny sanction imposed tijie department pur
- Appointment of a temporary manager, or suantto this sectiomay be appealed by the provider under s. HFS
7. Any of the sanctions described in s. HFS 106.07 (4). 106.12.Prior to imposing anglternative sanction under this sec
(c) In determininghe most déctive sanctions to be appliedtion the department shall issue a written notice to the provider in
to a non—-compliant providethe department shall consider:  accordance with s. HFS 106.12 (3). Nothing in this chapter shall

1. The severity and scope of noncompliance; be construed to compel the departmémugh a fair hearing or
2. The relationship ofeveral areas of the deficiencies or-norPtherwise to impose an intermediate sanction in lieu of suspen
compliance; sionor termination otertification, a diierent intermediate sanc

3. The provideis previous compliance histoarticularly as 10N monetary recoveries, auditing, withholding of claims or pre-
it relates to the insfi€iencies under consideration; paymentreview nor may imposition of an intermediate sanction
4| diat tential i dv t t" t health fl%ﬂ a provider be construed to limit the departreemtithority

- Immediate or potential jeopardy to patent health anfhqers. HFS 106.06, 106.065, 106.07, 106.10 or ahder

safety; , o , this section, or under the applicable provider agreement, con
5. The direct relationship to patient care; and cludedpursuant to s. 49.45 (2) (a) 9., Stats.
6. The provides financial condition. (2) The department may impose an intermediate sanction

(d) The departmenhay revisit the provider during the sanc undersub. (3) for anyf the following violations of this chapter:
tion period. Brmination procedures may be initiated as a result of (3) For conduct specified in s. HFS 106.06;
the review conducted during the revisitsubstantial noncom ) oy refusal to grant the department access to records under
plianceis found to persist, or if recipient safety is potentially 0% HFS 106.02 ) (e);
actually compromised. ' : ’

History: Cr. Register February1993, No. 446, 63-1-93. 1053%2?8{- conductesulting in repeated recoveries under s. HFS

HFS 106.07 Effects of suspension or involuntary (d) For non-compliance with one or more certification
termination. (1) LENGTHOFSUSPENSIONORINVOLUNTARY TER-  requirementpplicable to the type of provider under ch. HFS 105;
MINATION. In determining the period for which a paidgntified (e) For interference withecipient rights specified under ch.

in this chapter is to be disqualified from participatiorthe pre  HFS104; or

gram, the department shall consider the following factors: (f) For refusal or repeated failure to comply with one or more
(@) The number and nature of the progndniations and other requiremenspecified under this chapter

relatedoffenses; _ ~ (3) Thedepartment may impose one or more of the following
(b) The nature and extent of any adverse impact on recipiefigrmediatesanctions for a violation listed under sub. (2):

causedby the violations; (a) Referral to the appropriate peer revievgamization,
(c) The amount of any damages; licensingauthority or accreditation ganization;
(d) Any mitigating circumstances; and (b) Transfer to a provider agreement of limited duratidvich
(e) Any other pertinent facts which have direct bearing on ttdsomay stipulate specific conditions of participation;

nature and seriousness of the program violations or related (c) Requiring prior authorization of some or all of the previd

offenses. er’s services;

(2 tF;DERhAL 'iXCLUSer;;lS- thtWithsite:jnd(;r}g any OihE_WOt\_/i- ~ (d) Review of the providés claims before payment;
slonin this chapigra party wno 1S éxcluged from paricipation N (g Restricting the providés participation in the MA program;
the MA program under sHFS 106.06 (28) (€), (f) or (9) as the " poiring an independent audit of the provisigractices

resultof a directive from the secretary of the federal departme : e :
of health and human services under the authority 0of28 br \i%%gﬁ%otrﬁs’d‘glggrmeerf:pdmgs and recommendatitmbe pre

1128A of the social security act of 1935, as amended, shall L . . .
excludedfirom participation irthe MA program for the period of . (3) Requiring the provider to perform a self-audit following
time specified by the secretary of that federal agency instructionsprovided by the department; and B

(3) REFERRAL TO LICENSING AGENCIES. The secretary shall  (N) Requiring the providein a manner and time specified by
notify the appropriatetate licensing agency of the suspension §f€ department, toorrectdeficiencies identified in a department
terminationby MA of any provider licensed by the agency and @udit,independent audit or department survey or inspection.

theact or acts which served as the basis for the prasisiespen (4) In determining the appropriate sanction or sanctions to be

sion or termination. a}pplledto a r]on—compllant provider and the (_juratlon of the-sanc
(4) OTHER POSSIBLESANCTIONS. In addition oras an alterna 10N OF sanctions, the department shall consider:

tive to the suspension ¢ermination of a providés certification, (@) The seriousness and extent of tiferafe or denses;

the secretarymay impose any or all of the following sanctions (b) History of prior ofenses;
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(c) Prior sanctions; and propriety othe services for which payment is claimed. The

(d) Provider willingness and ability to comply with Mgko- decisionto deny or issue the payment foe claims shall take into
gram requirements; consideratiorthe findings and recommendation of tmnmittee.

(e) Whether a lesser sanction will befiént to remedy the ~ (3) WITHDRAWAL OF REVIEW COMMITTEE MEMBERS FOR CON-
problemin a timely manner; FLICT OF INTEREST. No individual member of a health care review

(f) Actions taken or recommended by peer revieganiza- committeeestablished under sub. (1) may participate in a review
tions, licensing authorities and accreditatiogamizations; andevaluationcontemplated in sub. (2) if the individual has been

D L irectly involved in the treatment of recipients who are the subject
relé%%:nps?ltienfn?k: ée(%péﬁrsdeyt'éo r:t?éﬂtegé rg?‘;ltnhd and safety and tﬁ?the claims under review or if the individual is financially or-con
pot the patie P tractuallyrelated to the provider under review or if the individual
(h) Potential jeopardy to the rights of recipients under federi%'employed by the provider under review

or state statutes or regulations. (
> ; A 4) PROVIDER NOTIFICATION OF PREPAYMENT REVIEW. A pro-
History: Cr. RegisterFebruary1993, No. 446, &13-1-93. vider shall benotified by the department of the institution of the

HFS 106.09 Departmental discretion to pursue pre-paymenteview process under sub. (2). Payment shall be
monetary recovery . (1) Nothing in this chapter shaiteclude SSuedor denied, followingeview by a health care review com
the department from pursuing monetary recovery fropnavider ~Mittee,within 60 days of the date on which the claims were sub
atthe same time action is initiated to impose sanctions provid@ftedto the fiscal agent by the provider ) _
for under this chapter (5) APPLICATIONOFSANCTION. If a health care review commit

(2) The department may pursue monetary recovery from tgeestablished under sub. (1) finds that a provider has delivered
providerof case managemestgrvices or community support pro Servicesthat are inappropriate or natedically necessaryhe
gramservices when an auditljustment or disallowance has bee epartmentnay requirehe provider to request and receive from
attributedto the provider by the federal health care financint® department authorizatiqurior to the delivery of any service
administrationor the department. The provider shall be liable fdfnderthe program. _
the entire amount. Howeveno fiscal sanction under this subsecarH'lSé%g:N%“ ?gf';}e’gﬂefggEg;ﬁ?gfrg‘n%égsigg%é‘ggég{gég?ﬂfffggg
tion shall be taken against a provider unless it is based on a SpeRRiaas. ef. 3-1-93. ' ' o '
policy which was:

(@) In efect during the time period being audited; and HFS 106.12 Procedure, pleadings and practice.

(b) Communicated to the provider in writibg the department (1) SCOPE. The provisions of this section shall govern the follow
or the federahealthcare financing administration prior to the timeNd @dministrative actions by the department: _
periodaudited. (a) Decertification or suspension afprovider from the medi

History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; rfand recrRegister ~ cal assistance program pursuant to s. 49.45 (2) (a) 12., Stats.;
February,1988, No. 386, &f3-1-88; emag. am. (2)(intro.), ef. 1-1-90; am. (2 e e : _ R
(intro.), >Iéeegiste,r September 1990, No.egll7, é% 1)(0—1—30; renum. from I-§S)S (b) Imposition of qddltlonal sanctions for non compllance
106.075 Registey February1993, No. 446, &f3-1-93. with the terms of provider agreements under s. 4@3%a) 9.,
Stats.,or certification criteria establishathder s. 49.45 (2) (a
HFS 106.10 Withholding payment of claims. 11., Stats., pursuant to s. 49.45 (2) (a) 13., Stats.; and

(1) Suspensioror termination from participation shall preclude (¢) Any action or inaction for which dymocess is otherwise
aprovider from submitting any claims for payment, either persofequiredunder s. 227.42, Stats.

ally or through claims submittda any clinic, group, corporation i ; ;
or other associatiofior any health care provided under MA, éiltrr?e)r ﬁfpthécfA&'&\/'\'/irnge provisions of this section do not apply

exceptfor health care provided pritw the suspension or termina . .
P P prie P (a) Hearings to contest recoveries by tlepartment of over

tion. aymentdo providers. Requests for hearings and heatinger

(2) No clinic, group, corporation or other association which i§1esecircumstances are governed exclusively by s. HFS 108.02
aprovider ofservices may submit any claim for payment for anég) (e): or

healthcare provided by an individual provideithin that oga-
nizationwhohas been suspended or terminated from participation
in MA, except for health care provided prior to the suspension

termination. h h ;
 (3) Thedepartment may recover any payments made vl de.t'or the terms o the applcable provider Agreement. pur
tion of this subsection. Knowing submission of these claims sh antto s. 49.45 (2) (a) 9., Stats. '

be a grounds for administrative sanctions against the submittin .
proviger. 9 g(2) Due procEss. The department shall assure due process in

History: Cr. RegisterDecemberl979, No. 288. &f2-1-80; am. RegisteFebru implementing any ac_tion descri_bed in SUb (Lpbyvidingwrit-
ary, 1986, No. 362, &f3-1-86; r (1), renum. (2) (a) ¢c) to be (1) to (3), Register tennotice, a fair hearing and written decision pursuant48 g5
February, 1988, No. 386, &f3-1-88; renum. from HSS 106.08, Regiskbruary (2) (a) 14’ Statsor as Othervvise required by |aw addition to
1993,No. 446, eff 3-1-93. o : A X ; .
any provisions of this section, the procedures implementing a fair
HFS 106.11 Pre—payment review of claims. hearingand a written decision shaibmply with the provisions of

(1) HEALTH CARE REVIEW COMMITTEES. The department shall SN 227, Stats. _ _
establishcommittees of qualified health care professiortals ~ (3) WRITTEN NOTICE. The department shall begin actions

evaluateand review theppropriateness, quality and quantity oflescribedunder sub(1) by serving upon the provider written
servicesfurnished recipients. noticeof the intended actioor written notice of the action. Notice

(2) REFERRALOF ABERRANT PRACTICES. If the department has .Of intendedaction described under sub. (1) (a) and (b) shall
pcludethe following:

causeto suspect that a provider is prescribing or providing sé ! ) o
viceswhich are not necessary for recipients, arexicess of the (&) A brief and plain statement specifying the nature of and
medicalneeds of recipients, or do not conform to applicable prislentifying the statute, regulatioor rule giving the department
fessionalpractice standards, the department shall, before issuffig authority to initiate the action;

paymentfor the claims, refer the claims to the appropriate health (b) A short and plain statemeiakentifying the nature of the
carereview committee established under sub. (1). The committeansactionspccurrences or events which served as the basis for
shallreview and evaluate the medical necessippropriateness initiating the action; and

(b) Contests by providers of the propriety of the amount of
ymentreceived from the department, including contests of
claim payment denials. The exclusive procedure for thestests
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(c) A statement advising the provider of the right to a hearing (8) DATES OF SERVICE. The date of service of a written notice
andthe procedure for requesting a hearing. requiredunder sub. (3) shall be the date on which the provider

(4) REQUESTFORHEARING. A provider desiring to contest areceivesthe notice. The notice shall be conclusively presumed to
departmentahction or inaction under sub. (1) may request a hed}avebeen received within 5 days after evidence of mailing. The

ing on any matter contested. The request shall be in writing ad@feof service of a request for hearing under sub. (4) shall be the
shall: dateon which the division of hearings and appeals receives the

(a) Be served upon the department of administratidivision req_uest.. i i i
of hearings and appeals unless otherwise dirdstélde secretary; E:e';'rf,(t%?,('i)gcgré?,\;fgfségg?g?g%qeéé?;ﬁ;_’\5’5 %gséfg:(;&)‘(%‘){;;n%”?egi%g??g;sgﬁg

b) For requests for hearings on actions or intended actions(By. () (€), cr(8). RegisterFebruary1988, No. 38ff, 3-1-88; renum. from HSS
the(d)epartme?]t, be served wit%in d8ys of the date of service oflwm'r' (m), RegisterFebruary1993, No. 446, €f3-1-93.
the departmeng notice of intended action or notice of action; HFS 106.13 Discretionary waivers and variances. A

(c) For requests for hearings on inactions by the departmepmgvideror recipient may apply for and the department shal con
be served within 60 days from the date the provider first becarsigler applications for a discretionary waiver or variance of any
awareof, or should have become aware of with the exercise-of reale in chs. HFS 102 to 105, 107 and 108, excluding ss. HFS

sonablediligence, the cause of the appeal; 107.02(1) (b), (2) (e) to (j) and (3) (a) and (b) and (d) to (h), 107.03
(d) Contain a brief and plain statement identifying every- makl) to (8) and (10) to (18), and 107.035aMérs and variances
ter or issue contested: and shallnot be available tpermit coverage of services that are either

presslyidentified as non-covereid ch. HFS 107 or are not
presslymentioned in ch. HFS 107. The following requirements

which the provider believes constitutes a defense or mitigati dprocedures apply to applications under this section:

(e) Contain a brief and plain statement of any new mattgg
factor with respect to non—compliance alleged in the notice

action. (1) REQUIREMENTS FOR A DISCRETIONARY WAIVER OR VARI-
Note: Hearing requests should be sent to the Division of Hearings and AppeANCE. A discretionary wavier or variance may be granted only if
P.0.Box 7875, Madison, WI 53707. the department finds all of the following are met:

(5) TIMING OFACTIONSTAKEN AGAINST A PROVIDER. (a) Except (a) Thewaiver or variance will not adverselyfedt the health,
asprovided under paxb), if no request for a hearing is timelysafetyor welfare of any recipient;
filed, no action described in sub. (1) (a) and (b) mayaken by (b) Either:
the department until 15 days after the notice of intended action has 1 strict enforcement of a requirement would result in unrea
beenserved. Except as provided under. ), if a request for a gonaplehardship on the provider or on a recipient; or
hearing has been timely filed, no action descripeslib. (1) (a) 2. An alternative to a rule, including a new concept, method,
or (b) may be taken by the department until the hean@gniner o qyreor techniquenew equipment, new personnel qualifica

issuesa fiqal decisioQ. tionsor the implementation of a pilot project istire interests of
(b) Actions described under sub. (1) (a) and (b) may be takgéttercare or management;

againsta providerl5 days after service of the notice of intended ¢y The waiver or variance is consistent with all applicable
actionand without a prior hearing when the action is initiated by ateand federal statutes and federal regulations:

the department under s. HFS 106.06 (4), (5). (6), (8) or (28). If the (d) Consistent with the MA state plan and with the federal

provider prevails at the hearing, the provider shall be reinstatﬁg " ; - ; .

. S ; althcare financing administration and other applicable federal
retroactiveto the date of de~certification or suspenston. programrequirements, federal financial participation is available
(6) FINAL DECIsION. (a) If payment of claims to the providerfor | services under the waiver or variance; and

is being withheld by the department under s. HFS 106.08 (1), a ; ; ; ; ;
final decision shall be made by the department within 150mfaysneé255§%r,?”ces relating to the waiver or variance are medically

receiptof the hearing request.
: - - _ - (2) APPLICATION FOR A DISCRETIONARY WAIVER OR VARIANCE.
(b) The hearing examlnesrdeuspn shall be the final decision )" A request for a waiver or variance may be made at any time.
of the department for contested actions under sub. (1) (2) and - applications fora discretionary waiver or variance shall be
(7) EFFECT OF FAILURE TO APPEAR AT HEARING. () If the madein writing to the department, specifying the following:
departmentails to appear on the date set for a hearing cona 1. The rule from which the waiver or variance is requested;

testedaction under sub. (1) (a) or (b), the hearing examiner may ,  The time periodfor which the waiver or variance is
enteran order dismissing the departmsrattion, pursuant to the requested:

motion of the provider or on its own motion. . . o .
) 3. If the request is for a variance, the specific alternative
(b) If the department fails to appear on the date set for a hearipgionwhich the provider proposes:

on a contested action under sub. (1) (c), the hearing examiner may .
enteran order granting the relief sought by the provider upon due 4. The_r_eas_ons for the request; and -
proof of facts which show the providsrentitlement to the relief. 2 Justification that sub. (1) would be satisfied. .
R . . Note: Discretionary waiver or variance requests should be sent to the Division of
(c) If the provider fails to appear on ttate set for a hearing HealthCare Financing,.B. Box 309, Madison, Wconsin 53701.
on a contested action under sub. (1) (a) or (b), the hearing(b) The department may requiadditional information from
examinermay enter an order dismissing the provisleappeal the provider or the recipient prior to acting on the request.
upondue proof of factsvhich show the departmesientitiement () Theterms of a discretionary waiver or variance may be
to the remedy or relief sought in the action. modified by the department at any time to enghat the require
(d) If the provider fails to appear on the date set for a hearingentsof sub. (1) and the conditions or limitatioastablished
on a contested action under sub. (1) (c) the hearing examiner raagerthis paragraplre met during the duration of the waiver or
enteran order dismissing the providerappeal, pursuant to thevariance.The department may impose any conditions or limita
motion of the department or on its own motion. tionson the granting of discretionary waiver or variance neces
(e) The department of administratisndivision ofhearings saryto ensure that the requirements of sub. (1) are met during the
andappeals mapy order reopen a default arising from a failurgurationof the waiveror variance or to ensure compliance with
of either party to appear on thate set for hearing. The order mayulesnot waived or varied. The department may limit the duration
be issued upon motion or petition duly made and goadse Of any discretionary waiver or variance.
shown.The mation shall be made within 20 days after the date of (d) The department may revoke a discretionary waiver or vari
the hearing examinés default order anceat any timef it determines that the terms, conditions or {imi
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tationsestablished under p4c) or any othe requirements under  (e) The denial, modification, limitatioar revocation of a dis
sub. (1) are not met, if it determines that there is evidence of fraurdtionary waiver or variance may be contestatder s. HFS

or MA program abuse by the provider or recipient, or if any of tri#6.12or 104.01 (5) by the provider or recipient who requested
factsupon which the waiver or variance was originally baseo is the discretionary waiver or variance, provided that the sole issue
longertrue. The department may also revoke a waiveadance in any fair hearinginder this paragraph is whether the department
atany time upon request dfie applicant. The department shalhctedin an arbitrary and capricious manner or otherwise abused
mail a written notice at least 10 days prior to tifeative date of its discretion in denying, modifying, limiting or revokingliscre

the revocation or modification to the provider or recipient wh@onary waiver or variance.

originally requested the waiver or variance. History: Cr. RegisterFebruary1993, No. 446, &3-1-93.
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